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First-Line Nurse Managers’
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Norwegian municipal health care has large public service offerings, funded by tax revenues;
however, the current Norwegian welfare model is not perceived as sustainable and future-oriented.
First-line nurse managers in Norwegian municipal health care are challenged by changes due to
major political and government-initiated reforms requiring expanded utilization of home nursing.
The aim of this theoretical study was to describe challenges the first-line nurse managers in a Nordic
welfare country have encountered on the basis of government-initiated reforms and to describe
strategies to maintain their responsibilities in nursing care. First-line nurse managers’ competence,
clinical presence, and support from superiors were identified as prerequisites to maintain sight of
the patients in leadership when reforms are implemented. The strategies first-line nurse managers
in Norwegian municipal health care use to implement multiple reforms, regulations, and new acts
require solid competencies in nursing, leadership, and administration. Competence in nursing
enables focus on the patient while leading the staff. Supports from superiors and formal leadership
networks are described as prerequisites for managing the challenges posed by change and to
persist in leadership positions. Key words: caring, caritative leadership, municipal health care,
Norway, nursing leadership, reforms
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NORWAY IS considered a comprehen-sive welfare state with an emphasis
on universal and generous social security
schemes that include a high degree of finan-
cial compensation in case of loss of income
due to illness, disability, or old age. It has
large public service offerings that are funded
by tax revenues, especially in health care and
education; however, the current Norwegian
welfare model is not perceived as sustainable
and future-oriented because of the way it is
organized. Elderly people with extended care
needs and people with mental disorders are
rapidly growing patient groups in Norway.1
Through reforms, the Norwegian govern-
ment seeks to secure a future health care
service that responds to the patient’s need for
coordinated services and helps with major
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socioeconomic challenges. Equal access
to good health care services, regardless of
personal finances or domicile, will continue
to be the most important cornerstone of the
Norwegian welfare model. These challenges
to the health care system have significance
for the patients, nursing care staff, and health
care organizations, which have subsequently
started bringing nurses as first-line nurse man-
agers (FLNMs) and caregivers to a crossroads.
This theoretical study explores FLNMs’ per-
spectives on Norwegian municipal health care
services, describing the challenges FLNMs are
facing due to reforms initiated by the govern-
ment in a Nordic welfare state. We also de-
scribe and discuss strategies to maintain their
responsibilities in patient care in this con-
text. The Norwegian perspective in this arti-
cle is based on our studies2-7 in the context of
Nordic municipal health care (Norway, Swe-
den, and Finland) with similar welfare models.
THE NORWEGIAN HEALTH CARE
SYSTEM: A NORDIC WELFARE MODEL
Norway’s population is increasing and has
reached 5 345 599 inhabitants.8 In 2017, the
life expectancy was 84.3 years for Norwegian
women and 80.9 years for men and has con-
tinued to increase steadily. According to the
Institute of Public Health, 4 major groups of
diseases cause most of the premature deaths
in Norway: cancer, cardiovascular diseases,
chronic lung diseases, and diabetes. The ambi-
tious national goals are to become one of the
top 3 countries in the world with the highest
life expectancy; to have a population that ex-
periences several years of good quality of life,
well-being, and minimal social differences in
health; and to create a society that promotes
health in the whole population.9
Norway has a government-controlled
health care system that is financed through
the tax system, which is mainly owned, or-
ganized, and managed by the public sector.10
Every citizen has access to health care based
on the individual’s needs, regardless of age,
gender, social status, or economic situation.11
Norwegian citizens may also choose to use pri-
vate health care that they pay for themselves.
Private health care services are considered
supplemental to public services, such as gen-
eral practitioners, dentists, physical therapy,
mental health care, substance abuse, rehabili-
tation, and diagnostics. About 5% of the cost
of specialist health care is related to private,
nonprofit, and commercial organizations.
Today, 10% of nursing home services are
provided by private organizations, equally of-
fered by nonprofit and commercial organiza-
tions; however, private home care services are
not as widespread as private services and are
mainly available in urban areas.12 Overall, Nor-
wegian health care is perceived as well func-
tioning, with an emphasis on evidence-based
medicine and health care and the latest medi-
cal technology to enable patients to maintain
their quality of life and independence.9
Municipal health care in Norway
Municipal health care is a relatively young
service from a historical perspective; the fol-
lowing describes its milestones in develop-
ment. Municipal health care was hardly men-
tioned in public health care studies until the
1970s. Initially, there was a lack of national or-
ganized health care; the services varied across
the different municipalities and functioned
more as a practical and social assistant service.
In 1982, home services were regulated as a
municipal health service through the Munic-
ipal Health Service Act. The ideological tran-
sition from institutional care to home-based
care took place in 1992, which became the
prelude to the comprehensive development
of the home care services that we now know
as the mainstay of the Norwegian municipal
health care service. A framework founding for
the municipality was introduced, and the re-
sponsibility for nursing homes was transferred
from the state to the municipalities in 1998.
The municipalities were given the responsi-
bility to prioritize between the different ser-
vices provided.13,14 This development was in-
tended to give municipalities greater freedom
to organize themselves as they found benefi-
cial based on local variations.
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The public health care services are or-
ganized on several levels, where municipal
health care belongs to the basic level and is
seen as the fundamental part of the Norwe-
gian welfare model. The second level is spe-
cialist care: local, regional, and national hos-
pitals for somatic and psychiatric treatment.
The third level is university hospitals. All 3
levels are paid through the tax system. Over-
all, more people are employed in municipal
health care than specialist health care.15
Today, municipal health care services are
complex and include a variety of different
services: general practitioners, medical emer-
gency wards, school health clinics, clinics for
children and teenagers run by public health
nurses, obstetric and neonatal follow-up clin-
ics run by midwives, rehabilitation, psychi-
atric care for adults, institutional care for el-
derly people, and home care services pro-
vided in patient homes. However, health care
staff in municipal services consult and for-
ward the patient to the specialist level when
the patient’s health requires more or different
kinds of competence than they can provide.
Norway is a land with great distances be-
tween settlements, and the population is
widespread. Therefore, municipal health care
is organized into 1 or more sectors based on
the patient’s geographical residence, and each
sector has its own leader, staff, and budget.
Government-initiated changes in
Norwegian municipal health care
Since Norway has an aging population
that faces multiple morbidities—and there-
fore complex and extended care needs com-
bined with limited economic resources and
a shortage of health-educated staff, especially
nurses—its welfare model is threatened.1,16
An answer to these foreseen challenges is
government-initiated reforms and acts com-
bined with a political and financially mo-
tivated merger of municipalities. The latest
reforms include Coordination Reform, the
Healthcare Service Act, the reform named
“Living All Your Life,” and the new act for
first-line managers. Each of these acts impacts
Norwegian municipal health care leadership.
Coordination Reform
One of the largest reforms in Norwegian
municipal health care’s history—the Coordi-
nation Reform—was put into effect in 2012.1
The reform is based on a New Public Man-
agement (NPM) ideology, developed from pri-
vate business, in order to increase efficiency
and reduce public spending. The primary in-
tention of this reform is to coordinate the
health care given in hospitals and municipali-
ties, with the intention of transmitting respon-
sibility for advanced treatment and care away
from the hospitals and out to the municipal fa-
cilities. At the same time, a shift within the mu-
nicipalities from institutional care toward the
extended use of home care is also a wanted
change that emanates from Coordination Re-
form. It affects and changes the responsibili-
ties between the different levels in the Nor-
wegian health care system, as well as within
the basic level of municipal health care.
Even if the historic governmental devel-
opment and the new reforms toward lo-
cally administrated and prioritized munici-
pal health care are wanted, their impact
has been diminished because of the detailed
state-level management described in laws and
requirements.17 One example is the patient
safety program named “In Safe Hands,” which
has the overall aim to reduce patient harm,
build lasting patient safety structures, and im-
prove patient safety. In this program, national
health care experts have identified several tar-
geted areas that they instruct the municipali-
ties to focus and report on; for example, fall
events and medication reconciliation.18 This
might be an expression of a governmental
need for highlighting and securing the qual-
ity of patient care.
Consequences of the Coordination
Reform seen in municipal health care
The implemented Coordination Reform has
coincided with more of elderly people want-
ing to live in their own homes with assis-
tance rather than moving to institutions with
24-hour continuous care.19 The number of
recipients of Norwegian home care services
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increased by about 18% from 2007 to 2017
and increases with age. In 2017, in total,
217 059 people 67 years and older received
nursing and care services and about 50% of
these lived alone. Now, 2 of 5 patients are
men, and every fourth is younger than 50
years, which is mostly due to increasing male
life expectancy.20
When evaluating the effect of the reform,
it appears that the goal of more comprehen-
sive treatment of patients was not achieved.
There is an imbalance between the utiliza-
tion of knowledge and expertise in specialist
health service and the municipalities. Their
collaboration is asymmetrical because hospi-
tals define when the patients are ready to be
discharged without the municipalities being
particularly involved in the decision. Through
an economic incentive, the idea was that it
would pay off for the municipalities to take
home patients as quickly as possible in order
to deal with them more affordably. For every
patient ready to be discharged, the municipal-
ity pays a penalty of 4885 Nkr (US $489.84)
to the hospital for each day they are, for some
reason, not taken home.21
Because the responsibility for more special-
ized patient treatment and care is shifted to
the municipalities, there is a need for munic-
ipalities to increase competencies to manage
tasks that were previously solved in hospital
care. Several years after the implementation
of the Coordination Reform, many municipal-
ities are still unprepared for their new respon-
sibilities and lack sufficient competence and
staff to safeguard patient care.22 There is rea-
son to believe that frail elderly patients who
are discharged to their own homes are a high-
risk group for repeated hospital admissions.
A generally increased readmission rate was
seen after the introduction of the Coordina-
tion Reform, particularly in the acute geriatric
population.23 These patients are given the
title “revolving door patient” without recog-
nizing the suffering that these patients and
their relatives experience due to frequent re-
locations and constantly meeting new staff. It
is important in nursing leadership to ensure
patient safety and caring for these vulnerable
patients.
The Healthcare Service Act
An important new governmental act for
patient safety for nursing leadership to im-
plement is the Healthcare Service Act. This
act24 regulates the obligation to warn the Nor-
wegian Board of Health Supervision about
serious health incidents. The act previously
regulated only specialist health care, but in
July 2019, the act began to regulate warn-
ings about municipal health care services as
well. This gives patients and their relatives the
opportunity to warn of serious incidents in
municipal health, just as hospitals have since
2011.
“Living All Your Life”
Another important reform for responsi-
ble nursing leadership, launched in 2018,
is named “Living All Your Life.” Previous
reforms have often been about systems,
whereas this one is about people and is de-
scribed as a quality reform. With this reform,
older people have the opportunity to be mas-
ters of their own lives where they live and are
shown the benefits of togetherness, activity,
good food, and health services as focus areas.
Through “Living All Your Life” for the first
time, the government has unified and system-
atized the work of some municipalities that
found new and better solutions for providing
services to older people. However, many of
these solutions are being used by too few mu-
nicipalities and often unsystematically. There-
fore, the services are perceived to be of poor
quality and the quality of services for elderly
people varies too much and is not accept-
able. Along with already-implemented initia-
tives and measures, through this reform, the
government is pursuing a new and sustain-
able policy that will ensure that all citizens
have the help necessary to safely live to a
good old age. This means better services as
well as a community where elderly people
can use their resources.25 Nursing leadership
needs to take responsibility for implementing
high-quality care.
A new regulation for FLNMs
While these political changes are being im-
plemented, the awareness of the importance
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of leadership has been emphasized even
more. The requirements and expectations
placed upon leaders are highlighted and even
tightened by the new reforms. In Norway,
emphasizing the responsibility of leaders was
taken a step further in 2017 with a new reg-
ulation that elaborated the requirements for
managers and management systems through-
out health and care services. The aim is to
contribute to professionally sound services
as well as increase the amount of system-
atic work on quality improvement and patient
safety.26
FLNMs in Norwegian municipal health
care
Traditionally, FLNMs are nurses and of-
ten recruited from the perceived best nurse
clinicians13; however, there is no automatic
correlation between being a skilled nurse and
being a good leader. Still, the trend of promot-
ing clinical experts to management continues.
Nurses may receive little or no training or sup-
port during the transition process from clini-
cians to managers,27 but this process requires
care and tending.28 A correlation has been
found between patient outcomes (such as pa-
tient satisfaction) and leadership29,30 because
good leadership results in high-quality care
and poor leadership results in poor care.31
Recruitment into leadership positions is im-
portant for leaders’ engagement and conse-
quently quality of care.32,33
The education of nurses in Norway takes
place at the university level; all prospective
nurses must earn a bachelor’s degree in nurs-
ing. Norwegian FLNMs seem to be well qual-
ified for their positions: 3 of 4 have supple-
mental education in leadership, 6 of 10 have
continuing education in nursing, and 3 of 10
have a master’s degree.1,34
The requirements and expectations for
leaders are highlighted in reforms and are
now outlined in regulations; however, these
legislative acts have not been followed up
by any standardized descriptions of the pre-
ferred competencies of FLNMs. In job ad-
vertisements for first-line manager positions,
the listed required competencies include a
bachelor’s degree. Applicants with further ed-
ucation in leadership or experience as a leader
are preferred, but such education or expe-
rience is not considered necessary. Being a
nurse or having a bachelor’s degree from any
health care profession is therefore no longer
needed when applying for these positions.
Therefore, engineers, economists, and even
people without a health care education are
now being hired as FLNMs in Norwegian hos-
pitals and municipal facilities. The Norwegian
Nurses Association has developed its own po-
litical platform with guidelines that describe
what characterizes good leadership for nurse
leaders,35 but it is only indicative for praxis.
FLNMs work closely with patients and the
health care staff, leading and managing care at
the unit level. Complex and constantly chang-
ing work situations characterize the work en-
vironment of FLNMs.36 FLNMs are responsible
for implementing new national health care re-
forms and acts into daily care.37
Leading in the context of municipal health
care is leading from a distance because pa-
tients live and receive treatment and care in
their homes. FLNM meeting points with their
staff are in the morning at the office before the
staff leave to care for patients and again at the
end of the shift when they return. In the mean-
time, the FLNMs are left alone in the office.
Areas of responsibility
FLNM responsibilities in Norway’s munici-
pal health care system are 3-fold: patient care,
staff, and finances. Each unit has its own bud-
get and staff that the FLNM is responsible for.
FLNMs’ workdays are filled with such work
tasks as meetings, scheduling, and organiza-
tional matters,38 and they are supposed to ef-
fectuate and implement new reforms in their
units.
The number of employees per FLNM varies,
but the number between 30 and 50 persons is
most common. The employees have a varied
level of education and consist of nurses, as-
sistant nurses, and workers without a health
care education.34
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THE IMPACT OF CHANGES ON FLNMS
AND THE CHALLENGES THESE
CHANGES CREATE
Our research interest emanates from a cu-
riosity of how the FLNMs describe and man-
age these multiple demands in a changing
landscape in the context of Norwegian mu-
nicipal health care systems.
In this theoretical study, we describe
from the FLNMs’ perspectives the challenges
they have encountered on the basis of the
government-initiated reforms in a Nordic wel-
fare state. We also describe strategies to main-
tain their responsibilities in patient care. The
Norwegian perspective in this article is based
on our quantitative, theoretical, and qualita-
tive studies2-7 in the context of Nordic munic-
ipal health care (Norway, Sweden, and Fin-
land) with similar welfare models.
In our theoretical perspective, administra-
tion is linked to caring for the patient whereas
the main purpose in leadership is ministering
to the patient. Caring for the patients and their
relatives, caring for staff, and managing unit fi-
nances are therefore seen as mutually depen-
dent activities. The changing and challenging
landscape of municipal health care caused by
the reforms also affects this entity as a whole
because a change, for example, in economics,
can impact the patient, staff, and FLNMs. Our
theoretical perspective is based on the theory
of caritative leadership,39,40 which is well es-
tablished within caring science and originates
from research in the Nordic countries.32,39-41
The theory originates from Ericsson’s theory
of caritative caring with the motive of cari-
tas, which is seen as the lasting and altruis-
tic idea of caring.42 The Latin word admin-
istrare is a combination of ad, which means
“to” in English, and ministrare, which means
to “supply, deliver, or serve.” An administra-
tor is thus one who serves the central figure
of the organizational activity, which in this
context is nursing care focused on the patient.
This theory therefore contrasts with classical
leadership theories because of its emphasis
on the patients and their needs. Ministering to
the patient is the main purpose in caritative
leadership and contributes to an existential
awareness of personal and professional mean-
ing to create a more caring environment. As
care is connected to administration, caritative
leadership aims to foster an organizational cul-
ture based on the ethos of caring, providing a
deeper meaning to the culture of the entire or-
ganization. To provide the best possible care,
a caritative leader needs a combination of
management and leadership skills, as well as
competencies in caring and nursing sciences,
with a minimal overlay of bureaucracy.39,43,44
The competencies needed to care for the
patient
As the shift toward extended municipal
health care services is implemented, it is ex-
pected that staff at all levels will face in-
creased competency requirements. Neverthe-
less, a discussion of educating some nurses to
become advanced nurse practitioners45 is met
with skepticism. Nurses with a PhD degree
are rarely seen in Norwegian clinical health
care. Education in administration and leader-
ship for FLNMs in Norway is now provided by
schools of business, without the perspectives
of nursing or caring sciences.
We argue that an education in management
and administration is not enough for FLNMs.
FLNMs need to understand the vulnerable pa-
tients and their needs of care in order to im-
plement good nursing care and coordinate the
patients’ care from different health care staff.
To gain a better understanding of caring
in nursing leadership, we developed a theo-
retical model using meta-synthesis in which
metaphorical rooms and their relations are
visualized.4 The findings from this study can
contribute and give direction to education in
nursing leadership because they showed that
caring leadership comprises 5 metaphorical,
relation-based rooms that require the leader’s
attention: the patient’s room, the staff’s room,
the superior’s room, the leader’s secret room,
and the lonely room. These rooms are encir-
cled by the organizational room. Caring in
nursing leadership is understood as a con-
scious movement between these rooms in
the leader’s “house of leadership.” Movement
stops if these rooms are not given equal
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attention—symbolizing that caring in leader-
ship stops as well. The movement described
in this model needs to be conscious, with an
aim and a purpose. Furthermore, this move-
ment is understood as a requirement for car-
ing to take place in leadership.4 Implementing
competencies from these findings in nursing
leadership can help leaders to maintain their
focus on the main task, which is ministering to
the patient. Therefore, the educational back-
ground’s effect is known as “the lenses worn”
and is what is observed when leaders are clin-
ically present.
Both NPM and top-down management
might result in an increased focus on results
and maintaining budgets in leadership. This
is demanding for nurse leaders, who need
to market their professional contributions
to patients and even to society, as well as
argue why the competencies gained from
earning a master’s degree matter to patients
and patient safety. Hiring FLNMs without
competency requirements and knowledge in
nursing can be taken as a devaluation of the
nursing profession. In addition, patient safety
is jeopardized by management that does
not understand what is at stake for nursing
care. This contrasts with recommendations
from the caritative leadership theory and the
findings from our studies, which highlight
the importance of combining management
and administration skills with competencies
from nursing and caring sciences.39 Being a
nurse requires competencies in observing pa-
tients, making decisions, and leading nursing
care, including theoretical competencies in
nursing and the caring sciences. Nurses are
therefore the natural and necessary leaders
in today’s health service.35,46
Clinical presence enables safeguarding
the patient
Because of an increased emphasis and de-
mands on the FLNMs’ responsibility for the
quality of care, clinical presence was consid-
ered a necessity to meet these requirements.4
It is challenging to separate and describe the
difference between being clinically present as
a nurse or as a leader. Our study contributes
to an understanding of the meaning and pur-
pose of clinical presence from the FLNM per-
spective as they serve purposes other than
engaging in daily nursing activities to alleviate
nursing shortages or save the economy.7
Our findings show that FLNMs’ clinical
presence serves the purpose of taking the
overall responsibility for care in their units
and thereby safeguarding the patients.7 When
clinically present, FLNMs describe an oppor-
tunity to secure patients’ voices, build and
maintain trust-based relations with their staff,
and ensure that the unit’s financial consump-
tion is reasonable. Because they are nurses,
these FLNMs are able to identify and pre-
vent adverse events and suffering related to
care. Although the overall responsibility for
the quality of care and finances was described
as overwhelming and time-consuming, being
clinically present was considered important
and therefore a priority in their leadership in
order to safeguard the patients.7
Support from superiors is a prerequisite
to persisting in FLNM positions in this
changing landscape
Being an FLNM is emphasized as a demand-
ing and lonely position when implementing
reforms, safeguarding staff, and maintaining
the primary focus of leadership, which is min-
istering to the patient. Even if we see a shift
toward more relation-based managerial mod-
els, the FLNMs still describe a varied degree
of top-down management characterized by a
command-and-control type of communication
and leadership. Participants in all our focus
groups7 described their organizations as hier-
archical, with communication lines extending
mainly from the organization and the supe-
rior leader to themselves, with a few differ-
ences within the same focus group seen. Be-
cause of not being listened to and not having
their opinions taken into consideration, the
FLNMs describe their role as one of personal
suffering and loneliness in leadership. Experi-
encing this one-way communication does not
seem to be related to age or experience as a
leader in our study but more as an individual
feeling.
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All the FLNMs stated a wish and a need
for relations with their superior to be char-
acterized by trust, personal support, and
2-way dialogue in order for them to manage
the changes caused by the new reforms.7
They describe themselves as constituting an
informal network of other FLNMs for mutual
support; however, the FLNMs participating
in formal, established, and continuously
arranged leadership networks felt empow-
ered and supported. When FLNMs gain
confidence in leadership, they extend the
way they see themselves as a part of a broader
perspective, especially from the perspective
of the patients and their families, which is
understood as a bottom-up perspective.27,47
CONCLUSION
As described, FLNMs and leaders in the
Norwegian municipal health services face in-
creasing demands created by the implemen-
tation of the new government reforms re-
quiring expanded utilization of home nursing
services. The reforms are understood as top-
down reforms, because they are initiated by
the government and not by the leaders them-
selves. First-line management is the manage-
rial level that is responsible and crucial for suc-
cess when implementing reforms. Putting the
reforms into action therefore requires solid
nursing leadership skills to meet the many
challenges in their organizations and also bal-
ance the multiple demands on the services
for the good of the patients and staff. Nursing
leaders have a unique perspective for devel-
oping and enhancing nursing care; however,
support from superiors is highlighted as a pre-
requisite to persist in FLNM positions in this
changing and demanding landscape. In addi-
tion, it is necessary that leaders offer a clin-
ical presence to verify that staff are provid-
ing the best care possible and ministering to
the patients; leaders describe themselves as
metaphorical shields to protect patient care.
IMPLICATIONS
Several large reforms require changes in
FLNM positions as the findings from the
Nordic welfare model have shown. Similar
challenges are encountered by FLNMs in the
changing landscape of municipal health care
all over the world. To meet these described
challenges, FLNM expertise should com-
prise nursing leadership, nursing and caring
sciences, evidence-based practice combined
with administrative expertise, and the ability
to provide the best possible care when minis-
tering to the patients in this challenging envi-
ronment of Norwegian municipal health care.
The nurse leaders need to market their pro-
fessional contributions to both patients and
society, argue why competencies gained from
a master’s degree matter to patients and pa-
tient safety, and why they cannot be easily
replaced by other professions, such as engi-
neers and economists, which is an ongoing
discussion in Norway. Opening up the FLNM
position to other professions in leadership can
be understood as a devaluing of nursing as
a profession—or as a way of compensating
for the lack of educated nurses overall. Thus,
this might be a consequence of nurses not
having made their professional competencies
visible.
Supports from superiors and continuous,
formal leadership networks are described as
prerequisites for managing the challenges
posed by the reforms. Caring and nursing
sciences are in continuous development to
improve patient care. Without this scientific
basis for a shared direction or vision, the
development will be person related.
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42. Lindström UÅ, Lindholm L, Zetterlund JE. Sygeple-
jeteoretikere: bidrag og betydning i moderne syge-
pleje. In: Marriner-Tomey A, Alligood MR, eds. Nurs-
ing Theorists and Their Work. København, Copen-
hagen: Munksgaard; 2011:207-233.
43. Peterson SJ, Bredow TS. Middle Range Theories: Ap-
plication to Nursing Research. 3rd ed. Philadelphia,
PA: Lippincott Williams & Wilkins; 2013.
44. Ray MA. The theory of bureaucratic caring for nursing
in the organisational culture. In: Smith MC, Turkel
MC, Wolf ZR, eds. Caring Nursing Classics. New
York, NY: Springer Publishing Company; 2013:309-
320.
45. Nieminen AL, Mannevaara B, Fagerström L. Advanced
practice nurses’ scope of practice: a qualitative study
of advanced clinical competencies. Scand J Caring
Sci. 2011;25(4):661-670.
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Sjuksköterskeförening [Swedish Nurse Association];
2018.
47. Hartviksen TA, Sjolie BM, Aspfors J, Uhrenfeldt L.
Healthcare middle managers’ experiences develop-
ing leadership capacity and capability in a public
funded learning network. BMC Health Serv Res.
2018;18(1):433.
